Di8cu88io'n.-Dr. BARBER said that his conclusion about lichen nitidus was that it was merely a variant of lichen planus, as Dr. Dowling and he had seen two cases in which lichen nitidus, typical both clinically and histologically, had been succeeded by equally typical lichen planus. He had shown one illustrative case on two occasions, first, with lichen nitidus, and later with lichen planus lesions. He did not believe in the tuberculous origin of lichen nitidus. He thought this case of Dr. Sibley's corresponded rather to those which had been described as " miliary lichen planus." There was a papule on the wrist which he thought was one of ordinary lichen planus. He had had one remarkable case of lichen nitidus in which the lesion on the buccal mucous membrane was not like that of lichen planus.
Dr. G. B. DOWLING said that the section shown was absolutely typical of lichen nitidus. One point was the erosion of the epidermis from below upwards by the infiltration, causing it to be, in parts, very thin. A second point was the close-set and localized nature of the infiltration; a third was the tendency of the epidermis to enclose the little collection of cells. These points, with the lichen planus lesions in the mouth and the typical lichen planus lesions on the wrists, seemed to settle. the problem as to the identity of lichen nitidus with lichen planus. This case was brought because of the age of the patient. The child has on each cheek red, discoid patches, which have a raised scaly edge, and a flat, smooth centre, in which can be seen a number of dilated follicles with horny plugs. The condition is of six months' duration. The lesions are typical of lupus erythematosus.
The child gives a positive tuberculin reaction, and a skiagram of her chest shows some doubtful enlargement of the paratracheal glands. Otherwise nothing abnormal was found.
Dr. O'DoNovAN said he had under treatment at present a child, aged 5, affected with the disease, and he had previously shown one, aged 8, in whose case the condition had begun a year previously.'
The patient is a married woman, aged 27. She believes she was bitten by an insect on the right thigh and right leg in April, 1930. Red spots appeared at these sites, and fresh ones have come out in the neighbourhood. She has now a collection of reddislh areas, varying in size from that of a lentil to that of a two-shilling piece, on the outer aspect of the upper third of the thigh and on the outer side of the knee.
The lesions are rather ill-defined, reddish patches, and in them can be seen a number of bright red vascular points, which do not disappear on pressure. Looking at the surface of the skin by reflected light there is a suggestion of atrophy of the skin. Outside these patches a number of isolated, small, red spots, like cayenne pepper, can be seen.
A portion of one of the lesions was removed, and sections show marked swelling of the papillary and sub-papillary layers. There is much swelling at the most affected part, and the epidermis over it is stretched. At the edges of the patch, round the capillary vessels, commencing round-cell infiltration, with some swelling of the endothelium of the vessels, can be seen. In the more affected part the endothelium is markedly thickened, but the vessels appear to be patent. The perivascular infiltration appears to be very marked, and consists chiefly of lympho-Section of Dermatology 397 cytes, but here and there plasma cells are visible. There is some secondary involvement of the epidermis by stretching and cedema of the deeper layers. The appearance presented is similar to that described by Wise and Pollitzer in their classical article on angioma serpiginosum (Journal of Cutaneous Diseases, 1913, p. 725).
Dr. Adamson suggested that this case might be one of Schamberg's disease, a question which is generally raised when such cases as these are demonstrated. I think, if the patient is examined in a good light, it can be seen that the red spots are vascular and not pigmentary and that there is a marked erythematous zone surrounding them, which, in my experience, is absent in Schamberg's disease. Dr. H. MACCORMAC said that he too was inclined to think that in many cases a monilia was merely saprophytic. On one occasion he had obtained a pink monilia from warts beneath the nail-fold, and this had increased his suspicion as to their pathogenicity in other cases in which their causal relationship might seem more definite.
Dr. DOWLING said he thought monilia, even perhaps M. albicans, were normally saprophytes, but that they could take on pathogenic characters under suitable conditions. In Dr. MacCormac's case, warts-by damaging the nail-fold-might have provided these conditions. The usual cause of paronychia was cooking or wet household work of any kind. In America a number of cases were recorded by Kingery and Thienes, among those engaged in the fruitcanning industry. Cultures of monilia grown from these cases were inoculated into the nail-fold of the investigators and an acute inflammation of the fold was produced, demonstrating that at that moment the fungi had become pathogenic.
Dr. A. M. H. GRAY said that it was obvious that the inflammation must be caused by something. Pyococci had not been grown, and it was therefore at least probable that the yeast-like organism was responsible. He was mainly interested, however, in the pigmentation; the patient said she had not put anything on the nail before the pigmentation appeared. Monsol was not applied until the nails were their present colour, and iodine had not been used. Since she had used perchloride of mercury and spirit, the new nail was growing its normal colour.
